Introduction
The Budd-Chiari syndrome, due to occlusion of the hepatic veins by tumour or thrombus arising either locally or by extension from the inferior vena cava is a rare condition. In his thorough review of the syndrome Parker (1959) described 149 cases. In the majority of the reported cases the diagnosis was made at post-mortem (Parker, 1959 , Westcott, 1973 and, in a few of them, only during the last 20 years, was the diagnosis made in life, owing to the development of new techniques such as liver biopsy, hepatic venography, selective hepatic arteriography, inferior venacavography and liver scintiscan.
The patient in the present case was a young, pregnant woman, and the diagnosis was made ante mortem. On this occasion, the possible connection of the syndrome with pregnancy is discussed. Protein 300 g/l, many white cells (polymorphs 65%), culture negative, examination for acid-fast bacilli negative, examination for malignant cells negative (three times). Chest X-ray showed elevation of the right diaphragm. ECG showed sinus tachycardia. The liver scan ( Fig. 1) showed great X r " z -t 4 * _ _ 1 * 1 1~~~~~. (Fig. 3) . The inferior venacavography (Figs 2 and 3) showed a typical smooth narrowing of the hepatic segment of the hepatic vein (Westcott, 1973) , this was probably due to the pressure of the hypertrophic caudate lobe. The main hepatic veins could not be visualized following Valsalva manoeuvre. An hepatic venography was arranged for the following day. Unfortunately, the patient had a severe haematemesis which was uncontrollable despite blood transfusion and the insertion of the BlakemoreSengstaken tube and she was taken to the operating theatre as an emergency. Operative findings During operation, the liver was found to be enlarged and congested and the spleen twice the normal size. A gross collateral circulation, including oesophageal varices, was present and the portal vein pressure was found to be 54 cm of water. Because of severe and continuous blood loss from the oesophageal varices, a Tanner's operation was performed. The patient died the next day. Post-mortem examination was refused.
A surgical liver biopsy showed an intense congestion with haemorragic infiltration and thrombosis of the hepatic vein radicles (Figs 4, 5 and 6 ).
Discussion
The clinical diagnosis of Budd-Chiari syndrome followed by confirmation of inferior venacavography and liver biopsy is well documented. The histological appearance of the liver at biopsy was different from that at surgery because the material taken at biopsy was from an area of minimal damage (caudate lobe) and not because of alteration of histology due to the progression of the disease. Unfortunately, the angiographic investigation was restricted to the inferior venacavography but, according to Clain et al. (1967 ), Deutsch et al. (1972 , and Westcott (1973) (Westcott, 1973; Hales and Scatliff, 1966) . This should make the caudate lobe much less affected than the right and left lobes, and probably accounts for the marked regenerative hypertrophy of the caudate lobe in the Budd-Chiari syndrome.
The occlusion of the hepatic veins probably began during the sixth month of pregnancy, making this case very significant, because no trace could be found of a similar case in the literature. There have been reported only nine cases which were observed close to time of delivery (Kahn and Spring, 1940; Deutsch et al., 1972; Chiari, 1899; Lange, 1886; Thran, 1899; Mann and Hall, 1904; Krass, 1957; Hannock 1968) .
The aetiology of the Budd-Chiari syndrome remains unknown in 67%/ of cases. The increasing frequency of the syndrome in women taking oral contraceptives, and the increased incidence in pregnant women of venous thrombosis due to alteration of coagulation factors (factors VII, VIII, X and fibrinogen) (MRC Working Party Report, 1967) lead one to entertain the possibility of a connection between pregnancy and the Budd-Chiari syndrome in the present case.
